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Introduction

On any given night in Philadelphia, more than 8bildcen sleep in Emergency Housing.
Countless other children and youth are sleepinignmporary locations, in part because
Emergency Housing facilities are full. Dozens oéagjes in Philadelphia that provide services
to children and youth experiencing homelessness had a growing number of young children
coming to their doors. In fact, one out of everyPdladelphia children (ages birth to18) was
homeless in 2009Young children and young adults experienced thgekt increases in
homelessness last year. In FY08 and FYQ9, thereavt&spercent increase in children age four
and under in Emergency Housing and a 16 percergase in youth ages 18 to 24. Based on
Philadelphia public school enrollment data, appraately one out of every 72 kindergarten
through 13' grade students experiences homelessness.

In January 2009, the nonprofit community servingdechn and youth who are homeless
launched an initiative in partnership with the ditymeet the challenge of better serving this
growing number of children and youth. Dr. Donatth®arz, Deputy Mayor of the City of
Philadelphia, accepted an invitation from the nofipcommunity serving families and children
who are homeless and formed the Children’s Worku@r&WG). He charged the CWG with
developing and implementing cross-agency stratdgipsevent children from becoming
homeless and to address the needs of children ergency, Transitional and Permanent

Supportive Housing programs. The scope of the gsotiparge was to:

- Identify standards for placement of children intodtgency Housing

- Engage the public-private sector for resourcedltgdps in services

« Assess the current state of child wellness andi@nls services in agency programs
» Make recommendations for policy and procedural gkan

- Prioritize strategies for the implementation of naslicies

Inspired in part by the March 2009 publicationAmherica’s Youngest Outcastsunique
national publication on children and youth who laoeneless, CWG decided to form a “Report”
Subcommittee to gather data that would help infand identify practical issues that could be

addressed. Dr. Schwarz asked this group to focy®ong children ages birth through three. A



group of volunteers from the academic, private, puolic sectors met throughout 2009 to
identify what data were available and attainabét would be useful to both the city and the
nonprofit community. The subcommittee gathered dathheld focus groups, two with
homeless services providers representing severci@geand five with a total of 42 consumers to
gain insight into the data. Based on this inforomatthe subcommittee developed a list of
recommendations.

This report on Philadelphia’s children and youthovexperience homelessness — based
on data from Fiscal Year 2009 (July 1, 2008 to 2Me2009) — is the first of its kind. Once
families are in Emergency Housing, not only carytbe counted, but information can be
collected about how and why they became homeldsat services they need, and which
supports can help them get back on their feet. & data, however, often need explanation and
interpretation to provide a more complete picturéamilies with children experiencing
homelessness. This is why the CWG also held foomspg with consumers and providers of
both Emergency and Transitional Housing. Their trprovides details about families’
experiences, giving valuable context to the ddtirg to child well-being, permanency and
safety. Due in part to the complexity of data andricial constraints, this report is limited in
scope and not a comprehensive or exhaustive viell of the complex issues facing children
who are homeless. However, the information in teport is a start and should lead to
manageable change to the homeless system, resultiagter services and outcomes for
Philadelphia’s children and youth who experiencenél@ssness.

The first section of this report presents generfarmation about homelessness,
Philadelphia’s Emergency and Transitional Houslygjeam, and the “typical” progression a
family makes once connected to services providethéyDffice of Supportive Housing (OSH).
The second, main, section takes a closer look iEad#tphia’s children ages birth to three that
are experiencing homelessness, as well as a saatilbis on school age children. The third
section provides a broader backdrop of homelesgiésmvith children. The report then

concludes by offering recommendations for action.



Overview of Findings

We learned the following as a result of lookingteg data and talking with stakeholders:

A growing number of young children in Philadelpbigerienced homelessness with 46
percent of the 5,000 children served in EmergemclyTaansitional Housing in 2009
being under the age of five.

Most of the children have health coverage and amaected to a primary care health
provider.

Most of the children are up-to-date with immuniaas and have been screened for lead
poisoning.

While most of the children screened for lead pasgrio not have elevated lead levels, a
higher percentage of those screened children Havated lead levels than is found in
the general population.

Nearly half of children under age three are adrtenégzl an “Ages and Stages”
guestionnaire in Emergency Housing to determirierther assessment of developmental
health issues is needed.

Many of the school aged children are frequentlg fat school.

Overview of Recommendations

While we found many families with children who &eperiencing homelessness begin to

connect to services when they enter the suppdntivsing system, further improvements are

needed to ensure all children who are homelessadte services they need. In addition, the

City of Philadelphia, Emergency and Transitional$iag providers, and other systems that

serve children, such as the School District of&telphia, the Department of Human Services
(DHS), Head Start, Child Care Information Servi(€€IS), and the Department of Behavioral

Health (DBH), can better work together to colleatl share data to improve the lives of children

who experience homelessness.

1) OSH should establish a children's services ageaewith every OSH contracted
housing services provider and family to ensure @flathildren in Emergency Housing

have a completed physical within 90 days of placgraed maintain appropriate



immunizations during stay, and that all young at@id(age five and under) are screened

for lead exposure and have a completed ASQ witBid&@y/s of placement.

2) Providers in collaboration with consumers shaxglore opportunities for Emergency
and Transitional Housing sites to offer additioatiivities for children. Varied activities
could include movie nights, special events andngsti and greater access to playgrounds

and computer labs beyond regular daytime hours.

3) While specific Emergency Housing policies do s@¢m to be contributing to school
lateness, additional efforts should be made tosassauses of lateness as well as compare
this data with lateness rates of the School Distrigeneral student body to determine

what can be done to diminish lateness for studeangling from Emergency Housing.

4) OSH and providers should work cooperativelytemdardize children’s data to be
collected and entered into the City of Philadelghaaneless Management Information
System (HMIS) within the first 14 days of Emergemay Transitional housing
placement. Data could include items such as heali coverage, primary care provider,
school or child care enrollment, as well as infalioraon behavioral, developmental, or

other special needs.

5) Every child with a diagnosed developmental issust have an individualized service
plan maintained in HMIS so that provider case margagan address follow-up issues

with the parent at each face to face meeting.

6) The City, with support of the foundation comntynshould invest in efforts to expand
upon current information and data sharing betwe8hl @nd other systems, such as the
School District of Philadelphia, DHS, Head Stamdfgency and Transitional Housing
child care programs, Child Care Information Sersi@@CIS), and DBH concerning
children who experience homelessness. Aggregagestiauld be compiled annually and
shared with providers and the public to foster usidading and improve services

available to families and children in the homelessimunity.



Part I: Homelessness and Philadelphia’s Response

Generally homelessness can be defined as "lackilxg@ regular, and adequate night-
time residence.” While appearing to be a simplateletermining who fits this definition in
order to quantify the true number of families ahddren experiencing homelessness at any
given time is a challenge. There are many who, upsing their own home or apartment, are
able to stay with family or friends; others findhet options for substitute housing. Often these
solutions are temporary. Countless families ar@ @ontinual state of housing limbo, with no
place to call their own. For some, this periodriefpfor others, it goes on indefinitely. Many
families are just one step — one disagreementnosiake, one stressor — away from
homelessness themselves. These families and thikiren may be waiting outside, even
pounding on, the door to adequate housing, buhatréomeless. Only those families who enter

the Emergency Housing system are visible and cduarteong the homeless.

The National Backdrop

Philadelphia’s experience with homelessness mitr@sof the nation. “Not since the
Great Depression have so many children stood isitte lines of homelessness,” according to
the National Center on Family Homelessness’ refgarterica’s Youngest Outcasts. According
to that national report, 1.5 million American cliéd — 1 in 50 children -- were without a home
of their own as recently as in 2007And these numbers reflect homelessmegs to the
recessionIn its 2008 Annual Homeless Assessment Reporptogess! the U.S. Department
of Housing and Urban Development found that appnaxely 1.6 million Americans were
homeless, with family homelessness rising 9 perderdther words, 1 in every 190 persons in
the United States was homeless.

The authors of both of the above reports suggestlhieir data underestimated the
prevalence of homelessness in the United States uhklerestimate occurred for two primary
reasons. First, many people experiencing homelssstenot access the Emergency Housing
system. They may stay with family, friends, or aaigtances (doubling-up) or sleep in locations
not meant to house people (in streets, parks, aeadouildings, and subway and bus stations)
and, therefore, are not counted in homeless estfan&econd, some Emergency Housing

providers and other agencies serving people expeng homelessness do not report data to
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national homeless management information systeimenGhese methodological challenges, we
remind readers that the data presented in thigtregitect only those children and youth served
by Philadelphia’s Office of Supportive Housing, tla¢ countless others in a variety of living
situations that provide them little stability irefhfragile young lives. There is no reliable means

of determining whether all children in need of hiagsare receiving it.

Philadelphia’s Response to Homelessness

Philadelphia’s Office of Supportive Housing (OSBi}he agency that assists both
homeless families and individuals work toward selfficiency in safe and stable housing. Its
functions include: central Emergency Housing infadardination and contracting with non
profit organizations to provide Emergency, Trawnsiél and Permanent Supportive Housing, and
oversight of the city’s 10 year plan to end homahess. OSH serves as the lead agency for the
Continuum of Care and for the City of PhiladelpHiameless Management Information System
(HMIS), a software application introduced in 20@&idned to record and store client-level
information on the characteristics and service aeddhomeless persons.

Philadelphia’s Continuum of Care consists of ntben 10,000 beds to address the needs
of homeless individuals and families. This includastal of 3,769 beds in Emergency Housing,
2,593 in Transitional Housing, and 3,988 in Permaisaipportive Housing. While not all
providers contract directly with OSH, the majortfyEmergency and Transitional Housing
programs enter information into Philadelphia’s HMIS

A Family’'s Path in Philadelphia’s Supportive Housin g System

Emergency Transitional
Housing : Housing

Permanent
Housing




A family’s progression through the supportive hogssystem starts at central intake at
Appletree Family Center, which is the entry poitbithe Emergency Housing system. From
here, the family may be offered prevention servitesgible, or is assigned to one of 13
Emergency Housing programs that serve families ehildren and/or unaccompanied youth. A
family may also choose to independently seek placerat one of the eight Emergency Housing
programs that do not contract directly with the O8While the duration of a family’s stay in
Emergency Housing can range from a few days torakreonths, in FY2009, the average length
of stay for families with children was just undesef months (143 days). While not all families
who enter Emergency Housing follow this progresseésubset moves to one of 27 Transitional
Housing programs that serve families with childrena of which contract directly with OSH. As
with Emergency Housing, families stay in TransiibAlousing for different periods of time
depending on their individual circumstances. Tylycéhey stay in Transitional Housing for a
significantly longer period of time than in EmerggrHousing. For families who exited
Transitional Housing during FY2009, their averagegth of stay was just under 11 months (330
days).

Family data are collected at intake and agaipetified times as they progress through
the supportive housing system. This informatioantered into HMIS and provides the basis for

much of the data presented in this report.

Part Il: A Closer Look at Philadelphia Children wh o Experience

Homelessness

Families with children are increasingly becoming thce of homelessnesdn FY 2009,
OSH served more than 5,000 children and youth (uage 18) experiencing homelessness. Of
this total, 3,582 children and youth utilized Enargy Housing, and 1,511 were in Transitional
Housing. Based on a population of 365,000 childneder age 18, this means approximately one
out of every 72 Philadelphia children was home&ssome point last year.

Many of these children are very young. Almost i§46 percent) of the 5,000 children
served by OSH in FY 2009 were age four and undgs dge group outnumbers children in the

five to 12 year-old age group. This is troubliramsidering that the former age group represents



a five year age range and the latter group repteseneight year age range. The youngest age

group (age four and under) is also three timesitreof the teen age grotip.

Children in Emergency and Transitional Housing Comb ined, FY2009

14%

4 and under
W5-12 years
13- 17 years

Children Served in Emergency Housing

Children make up 27 percent of those served inrfgemey Housing. The number of
children and youth who are homeless has increagddan increase of 149 children (4.3
percent) between FY2008-2009. The largest increases among young children and young
mothers. There was almost a 12 percent increaskildfen age four and under in Emergency
Housing between FY2008-2009, and the number of4lg§ears olds increased by almost 16
percent. While OSH'’s ability to provide servicesneet this increased demand is commendable,

the increasing number of young children needing iigemy Housing is unsettling.

Children Served in Emergency Housing, FY2008 and FY2009

Percent change
Age FY2008 FY2009 FY2008-2009
0-4 1,493 1,668 12%
5-12 1,425 1,438 1%
13-17 515 476 -8%
Total under age 18 3,433 3,582 4%
18-21 621 718 16%
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Additional Emergency Housing data show that in B2 almost 57 percent of children
age three and under were in families where the b&hdusehold, typically a young mother, was
age 18-24. This represents a 14 percent increake imumber of very young children in families

with young moms.

Children Age Three and Under in Emergency Housing
by Age of Head of Household, FY2008 and FY2009

Percent Percent of All Children
Head of Increase FY2008{ Age Three and Under,
Household FY2008 FY2009 2009 FY2009

Age 18-24 640 729 13.9% 56.6%
Age 25-34 420 428 1.9% 33.2%
Age 35-44 104 117 12.5% 9.1%
Age 45-54 16 14 -12.5% 1.1%
Age 55-64 1 0 0.0%
Total 1,181 1,288 100.0%

Looking closer

The Children’s Work Group was particularly con@arabout the large increase in the
number of young mothers in Emergency Housing whildeen age three and under. The report
subcommittee held focus groups, two with homelesgices providers representing seven
agencies and five with a total of 42 consumersaia msight into this demographic pattern. A
majority of the providers reported that this ingeavas the result of more young mothers
seeking services. If more young mothers are seagngces, the large increase in the number of
children under age four using Emergency Housingesaense as well.

A few providers also suggested a small part ofrtheease might be attributed to more
consumers in Emergency Housing who had “aged dutister care as teens. One provider
commented: “They are really dropping out [of thetéw care system].” She further explained
that some teens simply do not want to be sentninafoster care family, particularly if they
have already been placed with several differeniliasy so they run away.

In addition, some providers speculated that becafidee stronger push for
“permanency” in a shorter period of time (fedeegjislation adopted stricter time frames in the

Adoption and Safe Families Act), some teens argmetl to their biological families when the
11



situation that caused them to be removed from timeehhad not been remedied. Providers said
that these teens sometimes decide to “try to ntade their own.” Without sufficient supports,
they become homeless as young adults. They, toppmaontributing to the rise of families
with young children in Emergency Housing. Thisii§icllt to assess, however, as we do not
know how many of these families had prior fosteedavolvement.

Providers also suggested that young mothers, whoat otherwise access child care,
may be more likely to consider entering Emergenousihg, as more providers now provide
this programming. While entering Emergency Housiray seem an extreme step in order to
secure child care, young mothers in particularffiailt and strained living arrangements may
see entering Emergency Housing as one of the femrgpthey have in order to access services
and eventually move to a more stable, independerat®n for themselves and their children. It
is difficult to measure if this theory is true ashad any meaningful impact on young families
seeking housing assistance. Additional researchresights from families and providers would

help to provide a clearer picture of young motherstivations for entering Emergency Housing.

Children Served in Transitional Housing

In FY2009, children under age five representeddhgest age group (46 percent) of
children served in Transitional Housing. TransidbHousing bridges the gap between
Emergency and Permanent Supportive Housing, sefamdies who need intensive services to
ensure a permanent exit from homelessness. Childrfamilies who exited Transitional

Housing during this year stayed an average of 238.d

Children in Transitional Housing, FY2009

Age FY2009 Percent of all children
0-4 697 46%
5-12 years 592 39%
13- 17 years 222 10%
Total Children 1,511 100%

Unfortunately, because HMIS was still being impleeel by Transitional Housing providers,
there is no FY2008 data for comparison.
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Children’s Well-Being

In addition to the number of children served indtgency and Transitional Housing, the
Children’s Work Group has examined other datathetiscan help clarify how the needs of
children are being met while they are in systend, &here there is room for improvements.
Gaining a better understanding of these factorshelp support the goals of ensuring children
are healthy, educated, and nurtured. Some of tiheseare collected in HMIS concerning all
children in Emergency and Transitional Housing.edtkets of information have been collected
by individual projects serving a subset of Philatied’s children and youth who are homeless, or
through specific data tracking agreements betwe®H @nd other systems. Below we examine
several specific issues concerning children whdareeless:

* Immunization status

* Health insurance coverage and connection to a pyigae physician
* Access to the behavioral health system

* Completion of lead screening

* Lateness to school

* Recreation and enrichment opportunities

Children’s Immunization Status

Children’s immunization status is assessed atitlges central intake site, Appletree
Family Center. In FY2009, of the 3,582 children &ediin Emergency Housing, 1,944 (55
percent) received immunization clearance uponaiititake’" Because many families do not
have children’s vaccination records, status foar@ace is usually established by referencing the
child’s immunization record on the Kids Immunizatibatabase/Tracking System (KID%).
However, due to delays in entering data into thetesy, this is not always possibBléf a child’s
immunization status cannot be determined, the faimigiven an opportunity to secure records
and the homeless programs that contract with tlyeaiprovide Emergency Housing are given
this information for case management follow up.

For children in need of immunizations, they cateree clearance after placement in
Emergency Housing where there is an on-site nurseagiministers the necessary vaccinations.

Or, for those placed at providers without an op-gsiirse, their family must make an
13



appointment to return to Appletree for follow upatatain the appropriate shots from their
primary care physician.

A closer look at younger children (under severryefage) in Emergency Housing
reveals a high proportion is up to date with imnzations by the time they are discharged from
Emergency Housing. For FY2009, the HMIS KIDS ragishatch found that of 2,014 younger
children served in Emergency Housing, 1,510 (74qr&) were up-to-date with immunizations
upon system entry. As a result of follow up caseagament, the rate of those up to date with
immunizations increased to 84 percent of childnsetthrged from Emergency Housing. The
primary challenge is ensuring that children whasuilies remain in Emergency Housing for a

very limited period of time (less than one montte @accinated before they leave the system.

Children’s Health Insurance Coverage and Connectmn Primary Care Physician

Pennsylvania is a national leader in terms of joiag health coverage for children.
Compared to other states, the Commonwealth roythaglks near the top, as a 2008
Pennsylvania Department of Insurance study estuhrthte 96 percent of Pennsylvania children
had health coveragéWhile Pennsylvania has been recognized as a mafiemder, the same
report found that Philadelphia County has the Istrgember of uninsured children (26,012) in
the state. However, there are no specific figusedetermine what portion of the uninsured
population are children and youth who are homeless.

The Children’s Hospital of Philadelphia’s Homelég=alth Initiative (HHI) is a team of
volunteer pediatricians, dentists, nurses, meditalents, dental students and social work
students that deliver free healthcare to childrénd in three West Philadelphia Emergency
Housing sites. Additionally, HHI provides healthuedtion workshops and education regarding
access to insurance and primary care. HHI voluatagk mothers about their children’s health
coverage and connection to a primary care proid€P). Of the 114 children ages five and
under seen in 2008-09, based on mothers’ self-tep@mpercent of children were covered by
health insurance and 73 percent were connectegrionary care provider.

Because CHOP’s HHI works with a small portionloé bverall number of children who
are homeless, the children’s work group was curahmit health insurance coverage and

connection to a PCP with other children in Emergearad Transitional Housing. Both provider
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and consumer focus groups reported anecdotallyrtbat families have insurance for their
children when they enter Emergency Housing (typyddledicaid). Exceptions to this were
primarily due to lapses in coverage, not becaugdreh did not have previous coverage or that
parents were unaware that child coverage was @&ilall but two consumers reported their
children had health insurance. The two who repdtied children lacked coverage explained
that they had just moved to the area and wereeiptbcess of applying for coverage. All
consumers reported that they had a pediatriciath&r children.

In the focus groups, providers reported that nfamyilies experience challenges in
maintaining health coverage for their children Juiing onerous paperwork. Providers also
reported that they do not receive children’s hestliettus information from the intake process.
Providers attributed a significant cause of theéapn health coverage to complications
consumers have in dealing with recertification attter verification requirements at the County
Assistance Offices (CAOs). They explained that wiaenilies enter Emergency Housing, they
often expect, or at least hope, they will staydoly a short period of time. As such, some
families hesitate to officially change their addr@gth the CAO. Others plan to pick up mail
from family or friends living at their prior residee; however this proves more difficult than
anticipated. Increased demand for assistance stegrinom the poor economy, combined with
state budget woes resulting in understaffing agt IAO caseloads, means that even routine
tasks such as address changes are taking longsrcdrhbination of factors can lead to delays
and even inadvertent terminations in coveragepepa&ork is not processed in a timely manner.
As a result, the seemingly simple task of maintggrtiealth coverage can become very
challenging.

Providers said maintaining a child’s health cogerand connection to a primary care
physician may not seem an urgent matter when dydosing their home and is overwhelmed
by all of the challenges that brought them to Ereeay Housing in the first place. When health
coverage and provider issues are not addressedtprdg, emergency rooms often end up as the
default option for many health care needs thatratise would not require an emergency room
visit. This creates additional stress for the fgraihd is far more costly.

Providers noted two other issues they see comggahildren’s primary care providers.

First, some families tend to rely on general ptexters from their neighborhood rather than
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selecting a pediatrician as their child’s primaayecphysician. While individual family choice is
important and should be respected, the lack oflattent to a pediatrician can be a problem if
the child has special needs or medical issues. r@gmctitioners may not be as up-to-date or
well versed in child-specific illnesses or treatitsemwvhich could delay diagnoses and/or
treatment. Second, providers noted that some fasniliove frequently, often resulting in a

young child seeing several health care providengs Gan result in fragmented, non-
comprehensive care. Some providers pointed outhlegthelp educate families about the
importance of selecting a pediatrician for theita;has well as encouraging them to select a
primary care doctor who is centrally located (oleaist easy to access from a major public transit
line) so they can maintain a relationship with $hene doctor even when they transition to other

housing.

Children’s Access to the Behavioral Health System

There are very little conclusive data availableglmmental health needs of children and
youth experiencing homelessness in Philadelphitiohklly, we know that children
experiencing homelessness have three times thefrateotional and behavioral problems
compared to children and youth that are not hors&léot only can experiencing homelessness
be traumatic, but many children and youth have lee@osed to trauma prior to becoming
homeless. The need for behavioral health servicgeeiat for this population as the experience of
homelessness itself can exacerbate this traungtraumatize children, resulting in a damaging
cycle.

In an effort to understand more about accesshawberal health services among children
and youth who are homeless, the Children’s Worku@noursued a data matching arrangement
with the Department of Behavioral Health (DBH). dagh this effort, FY2009 DBH data
revealed that 72 percent of youth ages 13-17 ame8tent of children ages five through 12 in
Emergency Housing were participating in activiigpically after school or teen clubs)
sponsored by the behavioral health system. Howewegry small proportion of children under
age five — just 3 percent (48 children) —were fotmbe DBH clients, a dramatic difference

compared to older youth who were homeless. In faetNational Childhood Traumatic Stress
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Network estimates one out of five young childrepemencing homelessness has emotional

problems serious enough to require professional®ar

Use of DBH Services by Children and Youth who are homeless, FY2009

Total with DBH | Percent with DBH
Age Total in Shelter Services Services
0-4 1,668 48 3%
5-12 1,438 425 30%
13-17 476 344 72%

In recognition of the need to address behavigsgles of young children who are
experiencing homelessness, OSH contracted witRalhdic Health Management Corporation
(PHMC) beginning in January, 2007. PHMC hired kilttfind” specialist to assist families and
children in Emergency Housing complete the AgesStages Questionnaire (ASQ) to identify
developmental delays, as well as connect famileschildren to appropriate services. The ASQ
is a low-cost, reliable tool for screening infaatsl young children for developmental delays
during the first five years of life. The questiomeaelies primarily on information from parents
and addresses five developmental areas: commuomcatioss motor, fine motor, problem
solving, and personal-social skills.

During initial use of the ASQ from January, 20@rough April, 2008, 227 children
under age three were assessed. As a result:

» 59 children (27 percent) were referred for furtbereening;
o 37 (17 percent) were eligible for early interventservices;
* Inall, 60 developmental delays were identified tkdse;
o language (41 percent) and physical (33 percentlydelere most common; while,
o cognitive, social, emotional, and adaptive del&mwesented the remaining issues
(each 10 percent or less).

OSH and PHMC were aware of the value of earlyadite and treatment for young
children experiencing developmental delays. Buogdipon the initial implementation of the
ASQ in 2009, use of the ASQ was expanded to nirk8dEmergency Housing programs Of 887
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children under age three housed during this ped068,(46 percent) had a completed ASQ. Of
those screened:
» 339 (83 percent) were developmentally on target, an
* 69 (17 percent) were referred for follow up (a figsimilar to the initial roll out of the
ASQ in FY2007 noted above).

The Children’s Work Group was interested in the okthe ASQ with young children in
the Emergency and Transitional Housing facilitiesfocus groups with homeless services
providers and consumers, the use of the ASQ wasisied. Both providers and consumers
reported that use of the ASQ in Emergency Housiag avhelpful practice, but they also raised
some questions. First, some families did not knbauathe ASQ and their children had not been
screened even after several months in Emergendgrahichnsitional housing. Second, some
providers needed clarity on whether they were toiagster “both scales.” (In addition to the
main ASQ, there is a social/lemotional section taat be used.) Some providers thought the use
of this additional scale could help, but othersorggd that the additional scale has many nuances
and would require additional training to be useaperly. Another potential difficulty to
identifying young children in need of DBH servicbased on comments of both consumers and
providers, is a general belief that identifying di®pmental delays in very young children is
difficult to do. And even once identified, thatdteent to help these children is not available.

Children’s Access to Lead Testing

The presence of lead in children’s bodies canecaasous and permanent damage,
particularly to young children’s central nervoustgyns and rapidly developing brains. Lead can
cause decreases in 1Q, learning disabilities, améworal problems such as attention deficits
and aggressioff’ Children under the age of six who live in oldergedies and in families with
low incomes are at the highest risk for lead parsgnprimarily due to exposure to lead-based
paint. Because of Philadelphia’s old housing s{oest homes were built before lead paint was
banned for residential use in 1978), lead exposugeserious health issue for Philadelphia’s

young children.
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Due to the incredibly damaging effects of leadspaing, the Children’s Work Group
pursued a data matching agreement with the PhghdeHealth Department to ensure children
who are homeless were being screened. By matcloimgless and public health data on
children age five and under residing in Emergenowysihg during FY2009, it was determined
that 1,090 had been screened for lead exposunegdiinir lifetime. Of these children, 6.5
percent were found to have elevated blood leadd€%€ ug/DL, or micrograms per deciliter, or
above).

Taking a closer look only at those children in Egescy Housing in FY2009 who had a
lead screening completed that year (592 child@®)percent had high lead levels. This is more
than twice the rate of high lead levels of all drein tested in Philadelphia. According to the
Philadelphia Department of Public Health, Childha@@d Poisoning Prevention Program, in
calendar year 2009, 28,113 Philadelphia childrerewereened for lead exposure. Of these
children, 2.9 percent (828 children) had blood lesls greater than 10 ug/DL.

Lead Screening of Philadelphia Children Birth to age Six, FY2009

Children in Emergency| All Philadelphia
Housing Children

Children Screened for

Lead 592 28,113
Children with high lead

levels (over 10 ug/Dl) 41 828
Percent with Elevated

Lead Levels 6.9% 2.9%

The higher rate of elevated lead levels amongldrl who are homeless suggests that
prior to entering Emergency Housing these childvere more likely to be living in housing
where lead hazards were not addressed. Based drsfiteportionately high incidence of
dangerous lead levels among children who are haseleas critically important to ensure that
all children who enter Emergency Housing are tes#ahy children who are homeless are
screened for lead exposure, but there are stillartges to ensuring these tests are completed

and records of their outcomes are available. WaBl@ercent of children under age five in
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Emergency Housing in FY2009 (1,090 of the 1,68@) da@ompleted lead screening, 35 percent
- nearly 600 children — did not.

When asked about lead testing in the focus grqupsjders reported that many families
receive health care from several different provsdeard often do not have records with them to
show a child has been tested for lead. Consumergmmed this in their focus groups. Many said
their children had been tested for lead prior tieeng and were again tested once in Emergency
Housing. The re-screening of children ages threkeyannger is recommended, so repeat
screenings are not a problem. However, what ikaty important is to ensure that all children
under age six are tested. Providers suggestethta&e information collected at Appletree
should include a “red flag” if lead testing need$ée completed so that caseworkers can help

families arrange for this immediately.

Children’s Lateness to School

While the majority of data presented in this rémoncerns young children, lateness to
school was a specific concern identified for screay® children. Over the years, the Philadelphia
School District (SDP) has identified lateness psewalent issue among students who are
homeless and indicated it was a precursor to tyudna@ddition late students often disrupt
classes, which presents problems in the schodhesmom. As a result, the Children’s Work
Group examined school lateness by requesting dassess the extent of the probi&hin
addition, because the McKinney-Vento Act providest students experiencing homelessness
can continue attending their school of origin desphanges in their living situation (i.e. the
“right to school selection”), a corresponding giesarose: Was the incidence of lateness linked
to the distance children and youth who are homdladgo travel to school?

OSH approached the SDP to assess lateness infonm@t 138 students residing in three
separate Emergency Housing progrdhiBhis analysis, for three months in the fall of 200
revealed that even among those traveling lessdhamile to school, one-third of students were
late three or more times in the three month pefft@d.a student traveling distances greater than
one mile, the incidence of lateness was even grddddf of students traveling three to six miles,
and 80 percent of those traveling more than 10amilere late three or more times during the

reviewed time period.
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Children’s Lateness to School, Fall 2009
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Providers were skeptical that student latenesscaased by a family residing in
Emergency Housing. They surmised that latenesdavasore likely to be influenced by the
parent’s attitude about school and whether edutagianportant to them. In addition, many
wondered what the overall lateness to school statigould reveal for district students overall,
as well as how often students in these specifidli@snwere late prior to their stay in Emergency
Housing. They also wondered if the incidence adrlass would differ if the data distinguished
between families “new” to Emergency Housing verthase that had established routines (or,
even compared to those in Transitional Housinger@h, providers thought many of these
families would face challenges in getting childterschool on time whether they were residing
in Emergency Housing or elsewhere. The only spechallenge providers identified was that
some Emergency Housing providers have a strictisiggn-out policy. If all families are trying
to get their children out the door at the same iimte morning, the need to wait in line to sign
out could delay a student’s arrival at school.

Consumers confirmed provider’s perspective. Vewy attributed lateness to residing in
Emergency Housing itself. Although a few noted thét was a very stressful time in their lives,
they did not identify any specific Emergency Hogspolicy or practice as contributing to school
lateness. However, a few residing at larger fagdisaid that trying to access bathrooms and get

breakfast for a large group of children at the séime contributed to lateness. The majority of
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participants in our focus groups, however, didheote children traveling more than a mile to
school. Most had transferred their children to hbamyhood schools near their housing that were
within walking distance. Yet even among this grodgta show considerable lateness.

When asked how lateness might be addressed, pre\sdggested that for those students
traveling further to school, the District could siadents directly from Emergency Housing
rather than relying on public transit. This ideawever, was not well-received by consumers.
They were concerned that bussing directly from Emecy Housing would make their children
identifiable as homeless to other students. Thefeped using SEPTA as a means of

minimizing stigma.

Recreation and Enrichment Opportunities

During focus groups, consumers were asked forestgms for improvements that could
be made in Emergency and Transitional Housingwlbatld help their children. Uniformly, they
identified the need for more recreational and émmient activities. Consumers particularly noted
the need for such activities in the evenings anekerads when their children are not in school.
While many providers have play areas and/or commpatens on site, consumers noted these
facilities are sometimes locked and not availableheir children outside of daytime hours due to
reduced provider staffing during these times. Ilditoh, consumers expressed a desire for more
organized trips to allow their children exposur@tside events. While the availability of
activities varies greatly between providers, andeasdave more robust volunteer and outside
agency-sponsored evening and weekend programmangptiners, consumers were clearly

interested in additional recreation and enrichnogmortunities for their children.

Part Ill: Family Homelessness in Philadelphia

While this report focuses on young children, clalddo not enter the housing system
alone. Thus it is critical to consider the broaclemtext of children’s homelessness, including:
« Factors that contribute to homelessness in Phpadel
+ Families with children who enter the Emergency Hiogisystem, what led them to their
current housing status and, and where they go dgoharge from the Emergency and

Transitional Housing system.
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Factors Contributing to Homelessness in Philadedphi

While the root cause of homelessness is a combmafipoverty and out-of-reach
housing costs, there are many other factors thafapuilies at risk. The most commonly cited
causes of family homelessness are: poverty, lacifofdable housing, and unemploym&hi
closer look at these and other contributing issleesonstrates that conditions that may lead to
homelessness are found, to a high degree, in Rlplaid. The combination of these factors
keeps family Emergency and Transitional Housingdiland often pushes at-risk families to

homelessness.

Poverty""
« The city’s poverty rate, 24 percent ($22,050 féaraily of four) is nearly double the

national average (13 percent).

- The child poverty rate is even more striking, agrapimately one in three of the city’s
children live in poverty.

 Philadelphia has a high rate of “extreme poveriy,’3 percent of Philadelphians have
income below half the poverty line ($11,025 fomanfly of four), compared to 5.2
percent statewide.

- The highest number of extremely poor householtieégled by single females age 18-24,
which is reflected in the growth of this populationEmergency Housing.

« For a family with children age three and under mdfgency Housing in 2009, the

average monthly income was $566 a month, or $ Garg@ally™"

Lack of Affordable Housirit

« Between 2000 and 2005-06, Philadelphia’s totaltsigerof affordable and available
housing for extremely-low-income renters (thosenviriicome less than 30 percent of area
median, or $29,300 for a family of four) was 49,&(Xs.

- Data indicates that in 2005-06 there were onlyf#&@able and available units per 100

extremely- low-income renter households, repreagrdidecline from 49 in 2000.
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Unemployment and Wages

Pennsylvania’s “Housing Wage” in 2009 — the houvhge a family must earn, working
40 hours a week, 52 weeks a year, to be able dodafént and utilities for a two-
bedroom apartment in the private housing market$1b.37 This represents a 40.2
percent increase since 2000.

The recession has hit Philadelphia hard. In 20@9¢ity lost 11,500 j0l3‘§i

With an average of 651,000 jobs for the year (200®) city had fewer jobs than at any
time in its modern histor§"

As a result of jobs lost in the city and regiore themployment rate for Philadelphians,
which was 7.2 percent in 2008, averaged 10.3 pene2909 and was at 10.8 percent as
of June, 2010%"

Individuals who drop out of high school in Pennsylia are more than six-times more
likely to live in poverty than graduates and havaedian income of less than $15,000
per year™" Philadelphia has a large number of adults witkohigh school diploma.
Philadelphia has a large number of adults withdugha school diploma. Just over half
(55 percent) of Philadelphia public school studgmésiuate high school in four years;
even considering those who take longer, six yeany, 60 percent graduate.

In Southeastern Pennsylvania, high school dropeans $414,000 less over the course of
their lifetime than high school graduates. Thost&ibachelor’s or higher degree are
expected to earn 4.5 times as much as high schopbdts over their working lifetimes
($2.05 million vs. $457,000%"

In addition to the above conditions, there are o#tiessors in families’ lives that make it

difficult to secure and maintain stable employmeuttich in turn puts them at higher risk for

homelessness. For instance, Emergency and Traradittmusing providers routinely find that

many residents have experienced domestic violend@afoster care involvement during their

childhood. The incidence of these common factodifigult to quantify, as many families are

reluctant to discuss their experience with domeastitence or involvement with the foster care

system. Depending on the person, it takes weekser months for him or her to reveal some of
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the past experiences that have contributed to biecpnomeless. To put these factors into

context, consider:

- National estimates are that more than 90 percesh@fered and low-income mothers
have experienced physical and sexual assault bearlife span™”

« A 2003 survey of homeless mothers in 10 locationsrad the country found that 25
percent of the women had been physically abuséutkitast yeat""

+ In 2008, the Philadelphia Police Department had9(Yincidents of domestic violence
reported (377 daily).

« Across the U.S., homeless adults report dispropaaitely high rates (between 10 and 39
percent) of foster care histories.

- Nationally, somewhere between 15 and 22 perceyahig people become homeless
within one year of aging out of the foster caregays and 53 percent either become
homeless or experience unstable housing within a8ths of foster care
emancipatior"

« While Philadelphia is using out of home placemess| in 2009, more than 6,000
Philadelphia children were in foster care.

Who Enters the Emergency Housing Door?

Considering the prevalence of poverhadequate affordable housing, low educational
attainment and more, it is clear that many resslenPhiladelphia are struggling. But what
makes some of them more vulnerable to homelessmasothers? The combination of factors
noted above, at times exacerbated by personaligathyand mental health challenges, are
influenced by yet another, crucial factor thatifi@ult to assess and quantify: the lack of
“support systems.”

Support systems are the family and friends weefflupon in times of trouble. The depth
and strength of these networks vary greatly foriliamat all income levels. For low-income
families who lose their source of income, if sugEystems are stretched beyond their limits or
are too far away, they may lose their housing ambime homeless. The recession has
compounded stress factors upon low-income famiias well as upon support systems. As

more families struggle, even those typically in enetable situations who can lend help may be
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less able to do so. Support systems fray and sorestbreak under the weight of multiple
demands.

In FY2009 2,649 families resided in either Emergency om$i@onal Housing in
Philadelphia. These families represented 7,77 %iddals served throughout the year (5,378 in
Emergency Housing; 2,399 in Transitional Housidg)any one time, a total of 970 families
reside in Emergency and Transitional housing coethin

During intake, families entering the Emergency 8lng system are asked where they
lived prior to seeking help through OSH. The ma@shmon response: the family had been
evicted by a family member or friend. This reas@swited nearly twice as often as the second
most common reason, which was eviction from thelfgsnown residence. In fact, nearly 75
percent of families who entered Emergency HousingY¥2009 had either been evicted from
their own housing or had been asked or voluntéeftythe home of a family or friend. While
research has shown a high prevalence of domesiienge in the lives of families who become
homeless, this was cited just 9 percent of the aimthe reason a family sought Emergency
Housing.

Prior Living Situations of Families in Emergency Housing, FY2009

Preuenhon_\

Voluntarily Left
Family or Friend's
8%

4%

" Eviction by Family

or Friend

Other 43%

13%

Domestic Violence
9%
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In our focus groups, providers were not surprisgthe data we presented about
families’ prior living situations. They had hearany variations of the same theme throughout
their time working with consumers. For many fansligho move in with family or friends, their
stay is often envisioned as temporary but strettl@donger time period than anticipated. As
time passes, they sometimes wear out their welcémather common scenario is that the
family or friend who had been providing housing giynneeded to take in another family
member or friend. There simply is not enough roomefveryone. Lastly, another common cause
of friction is when the “guest” finds a job and thest” family or friend expects more financial
contribution to cover household expenses. Resutlisagreements over money are often cited as
a common reason for evictions.

Providers also suggested that the category ottediby family or friend” could be
somewhat misleading. They believed it may notaetiugh about the reasons a family was
previously living with family or friends, as famels with very different types of circumstances
were being lumped together: 1) those who had bekésusfficient, then lost their own housing
due to job loss, a mental health or drug and alciskae, or other challenges, and, 2) those who
have always lived with friends or family and had@&elived independently, often teen mothers.
To better distinguish between these two groupd) edevhom have different needs, providers

suggested it would be helpful to also ask whetherfamily ever had a place of their own.

Children in Families who left Emergency Housing

Families who enter Emergency Housing stay forowarilengths of time. Some stay for a
few months, utilizing supports that are availabliters leave after just days or weeks. While
there are a wide variety of reasons families ldavergency Housing, the hope is that they leave
to a stable situation so that they and their caidilo not again become homeless. Of the more
than 6,000 families who left Emergency Housing fieW2007 to FY2009, 21 percent moved
along the continuum of care into either transitldqié percent) or Permanent Supportive
Housing (5 percent). Fifteen percent went to livehviamily or friends, and 10 percent moved to
private market housing. However, many families Wdave Emergency Housing do not inform
staff of their reasons for leaving, resulting irittdestinations being unknown to OSH. These

“unplanned exits” represented 48 percent of famiibo left during this three year period.
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Destination of Children Leaving Emergency Housing, FY2007-09

Transitional Housing,

In discussions with providers, the data showingmHamilies ended up after leaving
Emergency Housing confirmed their general sensesafits based on their experiences with
families. They specifically commented that the &cpat figure for supportive housing
demonstrates that there is not enough Permanepb8iye Housing for women with children
who have mental health or drug and alcohol addistidransitional Housing providers in
particular thought this was a problem, as they Ismen an increase in the number of such
families moving to Transitional Housing. They bebd that for some of these women with
children, Permanent Supportive Housing would pre\dadyreater chance of success, since some
need greater support than Transitional Housingigesv Or, even if they manage for the
duration of time in Transitional Housing, they ardikely to be capable of succeeding in the
more independent living that is intended to bertbet step following their stay in Transitional

Housing.

Children in Families who left Transitional Housing

Unlike the many families who move on from EmergeHRousing without reporting their
reason for leaving, families who make it into Triéineal Housing are more likely to have
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developed a more stable situation and to stay fonger period of time. Most report where they
are headed once leaving Transitional Housing. @822 families who left Transitional Housing
in FY2009, 58 percent were headed to subsidizedingwhether a Permanent Supportive
Housing program, Section 8, or PHA), and 33 peragsre moving to private market housing.
However, 6 percent ended up back in Emergency Hgusither because they did not follow
rules required of their Transitional Housing pragrar, because they were not able to secure
other housing when their time in Transitional Hogstcame to an end (most programs are
limited to 24 months).

Destination of Children Leaving Transitional Housing, FY2009
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Continuing Barriers to Permanency: Recidivism
Over the past three years (FY2007-2009), of téBfamilies who left Emergency

Housing, 303 returned before June 30, 2009. Thas igverage recidivism rate of 5 percent.
Those most likely to return were younger headsoofskhold (18-24 year olds), which means it
is also the youngest children — those under age-fiwho are most likely to lack stable housing,

family supports, and income.
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Families who Left Emergency Housing & Returned within Three Years (FY2007-09)

Not a single provider in our focus groups was gseg that families with a head of
household age 18-24 were the largest group torrelimrey had seen many residents in this age
group leave Emergency Housing because they didvaot to follow the rules, particularly
curfews. In fact, they thought the reasons theyHeiergency Housing often mirrored the
reasons many had been “evicted” from family/friéridsnes prior to coming to Emergency
Housing. In addition, they said many young wometh @n back in Emergency Housing after
having another child. If family or friends had takidem in, the addition of a new baby often
adds more stress than the family or friend’s hoakkban manage.

Providers cited two other common scenarios a®rsagmmilies return that are less
specific to the 18-24 year old group. Generallpsthfamilies who leave Emergency Housing
without a set plan are more likely to come baclkaddition, some enter Emergency Housing
under the misconception that it is a quick routbdasing of their own. They have heard rumors
that being in Emergency Housing will give them piiostatus that moves them up the wait list
for subsidized housing (PHA or Section 8). Althodgilies in Emergency Housing did have
housing priority in Philadelphia until the earlyd®, this is no longer true. When consumers
learn this policy has ended, they sometimes leave.

Providers unanimously agreed that three yeargegashort a time frame from which to

consider recidivism. However, because HMIS is gtilitively new, the data currently available
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are limited to this time frame. The ability to lobkck over longer time frames will grow each
year, so that more telling five and 10 year tinafes can be considered.

Recidivism data for families leaving Transitiofdusing are more limited than the three
year time period considered for Emergency Houslngnsitional Housing providers were still
implementing HMIS during this time period, so retuates of families who left Transitional
Housing are available only for FY2009. These dateal that 7.5 percent of families who exited
Transitional Housing returned by the end of therykaoking at children specifically, 45 of the
559 total children (8 percent) who exited TransigibHousing in 2009 returned.

Part IV: Challenges and Policy Recommendations

The well being of children and families who areisk of homelessness or who become
homeless is fragile. To achieve better outcomesstatdlity for these families, they must be able
to access basic supports and services. While wedfmany families begin to connect to these
services when in Emergency Housing, there areduithprovements necessary to ensure all
children who are homeless receive the supportsribey.

Working together, the City of Philadelphia, seevproviders, and citizens concerned
about children can improve the lives of childrenovéxperience homelessness. The following
recommendations provide a guide to help the cugeneration of children and youth impacted
by homelessness grow and prosper despite theudificcumstances they face. This list does
not include all systems improvements that can &odlsl happen, but are activities that can be

implemented in the short run.

CHILD WELL BEING

Challenge 1Health
While the majority of young children who are honssl@re up-to-date

with immunizations, are screened for lead exposand,are administered the Ages and
Stages Questionnaire (ASQ) in Emergency Housimetermine developmental health

issues, some children are still missing out onghegportant health interventions.
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Recommendatio®SH should establish a children's services agreewiéh every OSH

contracted housing services provider and familgrtsure that all children in Emergency
Housing have a completed physical within 90 dayslaéement and maintain
appropriate immunizations during stay, and thayaling children (age five and under)

are screened for lead exposure and have a compi&@dwithin 60 days of placement.

Challenge 2Recreation
Children and youth who are homeless need greatesado recreation and enrichment
activities while in Emergency and Transitional Hiogs

RecommendatiorProviders, in collaboration with consumers, shaxglore

opportunities for Emergency and Transitional Hogsites to offer additional activities
for children. Varied activities could include mowights, special events and outings, and

greater access to playgrounds and computer lalmHdeggular daytime hours.

Challenge 3Education
Lateness to school, which is a known precursoruancy, has been identified as a
prevalent issue for students who are homeless.

Recommendatiorihile specific Emergency Housing policies do rexra to be

contributing to lateness, additional efforts shdaddmade to assess causes of school
lateness as well as compare this data with lateragss of the School District’s general
student body to determine what can be done to ésmiateness for students traveling

from Emergency Housing.

CHILD DATA COLLECTION AND FOLLOW UP

Challenge 1While the implementation of HMIS and establishmaintentral intake at
Appletree Family Center has brought the informakonown about Philadelphia families
in Emergency and Transitional Housing to a newllghere remains significant
variation in the programs and practices utilizeddbiferent Emergency and Transitional

Housing providers.
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Recommendatior®SH and providers should work cooperatively todéadize

children’s data to be collected and entered intol&IMithin the first fourteen days of
Emergency and Transitional Housing placement. Datéd include items such as child
health care coverage, primary care provider, schoehrly care and education
enrollment, as well as information on behaviorayelopmental, or other special health

needs.

DATA MATCHING AND INFORMATION SHARING BETWEEN SY&E

Challenge 1While the number of children being screened byABE€) is being tracked,
difficulties remain in determining whether childresceive appropriate follow up
evaluations and access recommended treatment.

RecommendatiorEvery child with a diagnosed developmental issustrhave an

individualized service plan maintained in HMIS battprovider case managers can

address follow-up issues with the parent at each tia face meeting.

Challenge 27This report had limited capacity to closely exaenather important issues
due to a lack of data concerning children and yetb are homeless and who are served
by multiple systems including child welfare, eathre, education, and health care.
Recommendationfhe City, with support of the foundation commungfiould invest in

efforts to expand upon current information and ddaing between OSH and other
systems, such as the School District of PhiladalpbHS, Head Start, Emergency and
Transitional Housing child care programs, Childe&lformation Services (CCIS), and
DBH/MRS concerning children who experience homeless. Aggregate data should be
compiled annually and shared with providers andptiidic to foster understanding and

improve services available to families and childirethe homeless community.
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Appendix I: Methodology

Homelessnes#hiladelphia’s Supportive Housing System consi$taore than 10,000
beds to address the needs of homeless individodlgamilies. While not all providers contract
directly with OSH, the majority (92 percent) of Ergency and Transitional Housing programs
that serve families enter information into Philgudeh’'s Homeless Management Information
System (HMIS), a software application introduce@@96 designed to record and store client-
level information on the characteristics and sexrvieeds of homeless persons. OSH provided
the Children’s Work Group with HMIS data for thisport.

ImmunizationsThe Children’s Work Group requested a HMIS/KIDSd¥K
Immunization Database/Tracking System) data maick Y2009 to determine if children in

Emergency Housing were up to date with immunizatidiDS is the Philadelphia Department
of Public Health's citywide immunization registfjhe registry houses data for over 530,000

children and contains documentation of more th&@mdllion immunizations.

Health Insurance Coverage and Connection to adPyi@are PhysiciarChildren’s

Hospital of Philadelphia’s Homeless Health Initrat{HH]I) is a team of volunteer pediatricians,
dentists, nurses, medical students, dental studedtsocial work students that deliver free
healthcare to children living in three West Philatiea Emergency Housing sites. HHI provided

data concerning children’s health coverage and ection to a primary care provider (PCP).

Access to Behavioral Health Servic&se Children’s Work Group requested a
HMIS/Department of Behavioral Health (DBH) data afator FY2009 to assess how many

children who are homeless were accessing DBH ssvic

Access to Lead Screeninbhe Children’s Work Group requested a HMIS/Philpd&

Health Department data match to ensure childrenavbdomeless were being screened for

lead.

Lateness to SchodWhile a full data systems match was not poss@ieH requested

data from the School District of Philadelphia osample of 138 students in residence at three
Emergency Housing providers — Kirkbride, Jane Adslamd Stenton Family Manor — as of
November 15, 2009.

34



Appendix II: Glossaryof terms

Ages and Stages Questionnaire (ASQASQ is a low-cost, reliable tool for screening
infants and young children for developmental deldysng the crucial first 5 years of
life. ASQ addresses five developmental areas: conication, gross motor, fine motor,
problem solving, and personal-social. Highly relgabnd valid, ASQ looks at strengths
and trouble spots, educates parents about devetdphmeilestones, and incorporates
parents' expert knowledge about their children. Ahnerican Academy of Neurology,
the Child Neurology Society and First Signs, araoigation dedicated to the early
identification of children with developmental detayecommend ASQ as a high quality

developmental screening tool. Seew.agesandstages.cofof more information.

Child Well-Being: Measured taking into account health outcomes, dndational

proficiency.

Children’s Work Group : A collaboration between the City of Philadelphral service
providers organized in January 2009 to focus atierin homeless children and youth.
The objective of the group is to develop and immatrtross-agency strategies to prevent
children from becoming homeless and to addresaekds of children in emergency,
transitional and supportive housing programs. Fhi#adelphia Office of Supportive
Housing is coordinating the meetings and maintginie agenda. The scope for the
group is to:
+ ldentify standards for placement of children intoé&tgency Housing

« Engage the public and private sectors for resourcéh gaps in services

« Assess the current state of child wellness andli@rils services in agency programs

« Make recommendations for policy and procedural gearand,

» Prioritize strategies for implementation of apprvew policies.

CHOP Homeless Health Initiative (HHI): The Homeless Health Initiative (HHI) is a

volunteer outreach program coordinated by The @mld Hospital of Philadelphia’s
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Community Education Department. Volunteers of ti# Hrovide medical and dental
services to children in area Emergency Housingigess and assist families in accessing
important health care services including healtliiasce, primary care and specialty
care. HHI started in 1988 when a group of Childrétospital residents recognized the
need to improve health care access for children avbdiomeless. Today, HHI provides
the following services to children in Emergency iog and their families:

Medical and dental care

Access to primary and specialty care

Hearing and vision screenings

Developmental and autism screenings

Health education and parenting workshops

Interactive parent-child development activities

HHI collected data from nurses and doctors at tbathly health visits. Many
conversations with mothers also allowed them toeshay concerns they had about their

child's development.

Continuum of Care: A collaborative funding and planning approach tineps
communities plan for and provide, as necessanyil aange of emergency, transitional,
and permanent housing and other service resow@dtress the various needs of
homeless persons. (Séwtp://hudhre.info/documents/2009CoCNOFACorrectipd

Department of Behavioral Health (DBH): Philadelphia Department of Behavioral
Health and Mental Retardation Services (DBH/MR$®)yfaes comprehensive
behavioral health and mental retardation servicesugh a provider network. DBH/MRS
serves more than 120,000 people each year. Mfmeration can be found at

http://www.dbhmrs.org/divisions/

Doubled-Up: Sharing the housing of other persons due to log®wo$ing, economic

hardship, or a similar reason.
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Emergency Housing:There are a wide variety of temporary and long-tshalter

programs. Some of these providers are publicly édnitirough th€®ffice of Supportive

Housing (OSH)and others are privately subsidized. Admissiotea are different for

each provider and some specialize in certain pdpuaks Publicly funded Emergency
Housing providers rely on OSH to coordinate andeyg admissions. For more

information, sedttp://www.oneneighborhood.org/program/emergenafisihs

HMIS : Homeless Management Information System (HMIS) s®ftware application
designed to record and store client-level infororatn the characteristics and service
needs of homeless persons. The U. S. Departméidwging and Urban Development
(HUD) and other planners and policymakers at thlerfa, state and local levels use
aggregate HMIS data to obtain better informatiooualthe extent and nature of
homelessness over time. Specifically, an HMIS aanged to produce an unduplicated
count of homeless persons, understand patterrenats use, and measure the

effectiveness of homeless programs.

Homeless:HUD'’s definition was used in this report: the telimomeless” or "homeless
individual or homeless person” includes-

1. anindividual who lacks a fixed, regular, and adgquighttime residence; and

2. anindividual who has a primary nighttime residetict is -

a. asupervised publicly or privately operated shelesigned to provide temporary
living accommodations (including welfare hotelspgoegate shelters, and
transitional housing for the mentally ill);

b. an institution that provides a temporary resideiocendividuals intended to be
institutionalized; or

c. apublic or private place not designed for, or wadiy used as, a regular sleeping
accommodation for human beings.

See:http://portal.hud.gov/portal/page/portal/HUD/toglosmelessness/definition
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KIDS Registry: KIDS (Kids Immunization Database/Tracking Systemihe
Philadelphia Department of Public Health's citywisenunization registry. The registry
houses data for over 530,000 children and conticsmentation of more than 6.6

million immunizations.

McKinney-Vento Homeless Assistance ActAmong many other things, this Act
requires that states ensure that homeless chitdrem access to a free, appropriate public
education and that school districts provide dathéofederal government. See:

http://www.naehcy.org/m v.html

Medicaid: State-administered health insurance program fgitdé groups of low-
income individuals and families, including pregnaimmen and children under age 6
whose family income is at or below 133 percenthefFederal Poverty Level, and

children ages 6 to 19 with family income up to J@dcent of the Federal Poverty Level.

Permanent Supportive Housing:A type of housing that is long-term and provides
supportive services for homeless persons. It esapecial needs populations to live as
independently as possible in a permanent settBaurge:
(http://hudhre.info/index.cfm?do=viewShpDeskguideG#{ponentl Transitiongl

Office of Supportive Housing (OSH):The Office of Supportive Housing is the public
entity charged with the policy, planning and cooedion of the city's response to
homelessness. Major areas of work include thedioation of the Homeless Continuum
of Care and implementation of Philadelphia's Récated Ten Year Plan to End
Homelessness. OSH offers a wide array of seriadsding emergency, transitional
and supportive housing to individuals, couples, families. The Continuum of Care
includes: Homelessness Prevention & Rapid Re Hgusiomeless Centralized Intake
Services, Emergency Housing, Transitional Houdtegmanent Supportive Housing,

Housing Inspection, Emergency Food DistributiongPam and Riverview Home.
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Recidivism: A return or relapse back into homelessness; usatlgast a 30-day break

in residing in Emergency or Transitional Housing

Transitional Housing: Transitional Housing (TH) is a type of supportivaiking used

to facilitate the movement of homeless individuaisl families to permanent housing.
Basically, it is housing in which homeless persoray receive supportive services that
enable them to live more independently. The supposgervices may be provided by the
organization managing the housing or coordinatethbyn and provided by other public
or private agencies. Transitional Housing can lo&iged in one structure or several
structures, at one site or in multiple structurescattered sites.
(http://hudhre.info/index.cfm?do=viewShpDeskguideG#{ponentl Transitiongl

Unaccompanied Youth:Young people who are unattached to families aneigdiy

range in age from 16 to about 22 years (e.g., ragaw homeless youth).
Vouchers (Section 8 or Housing Choicefederal housing assistance programs

designed to bridge the gap between household inenmieent.

A. References (currently as end notes; we can reviseded.)
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Endnotes

' Based on the U.S. Census Bureau, American Comyn8nitvey 2006-08 population average of 363,701
individuals under age 18 in Philadelphia.

" Based on a public school population of 195,41altot12 students in the School District of Philadeh and
Philadelphia Charter schools combined. This figlmes not include the k-12 private school population

" The National Center on Family Homelessnésserica’s Youngest Outcas)09. This report used the education
definition of homelessness, a broader definitiat thcludes children who are: sharing the housinotleer persons
due to loss of housing, economic hardship, or @aimeason (sometimes referred to as doubledliyng in
motels, hotels, trailer parks, or camping groundgs & lack of alternative accommodations; livinggemergency or
transitional shelters; abandoned in hospitals; timgafoster care placement; using a primary nighgtresidence
that is a public or private place not designed domrdinarily used as, a regular sleeping acconatiod for human
beings; living in cars, parks, public spaces, abaad, buildings, substandard housing, bus or staitions, or
similar settings; and migratory children who quabs homeless because they are living in circurastgadescribed
above. http://www.homelesschildrenamerica.org/pdflill_report.pdf

v U.S. Department of Housing and Urban Developm@fftce of Community Planning and Developme2®08
Annual Homeless Assessment Report to Congress,
http://www.hudhre.info/documents/4thHomelessAssesgReport. pdf,

¥ Office of Supportive Housing, 2010 Point in Timeudt, distributed at McKinney Vento Strategic Pliagn
Committee meeting, February 8, 2010.

Y"1t should be noted that the systems who serve lessiteens agree that homeless teens are undexdantd that
no one knows the full extent of this homeless spljfation. For instance, only teens that enter Eew@cy or
Transitional Housing with their families are repreted in HMIS. Many teens are served by teen ordyigers
such as Covenant House and Youth Services, Inc.

"' Clearance includes those children who are up-te-déth immunizations, whose families have religiou
objections to immunizations, or who have medicalt@indications to vaccines

Y KIDS (Kids Immunization Database/Tracking Systesrthe Philadelphia Department of Public Healtkt\gnide
immunization registry. The registry houses dateofoar 530,000 children and contains documentatfonare than
6.6 million immunizations. KIDS provides authorizBdiladelphia health care providers consolidatethimization
records for their pediatric patients as well asamusrecommendations based on the most recent inzationm
schedules.

" There is at least a two month lag from vaccinatmassessment, and registry matching is perfooned per
quarter.

* Pennsylvania Department of Insurar2@08 Health Insurance Status Survey

¥ National Child Traumatic Stress NetwoFacts on Trauma and Homeless ChildrgAp5. Available at
http://www.nctsnet.org/nctsn_assets/pdfs/promigimgctices/Facts_on_Trauma_and_Homeless_Children.pdf
“'Ibid.

X' Braun, J., Kahn, R.S., Froehlich, T., AuingeraRd Lanphear, B. (2006Exposures to environmental toxicants
and attention deficit hyperactivity disorder in @dBildren. Environmental Health Perspectivestrieved online on
September 19, 2006 frohitp://dx.doi.org Needleman, H. (2004).ead poisoning, Annual Review of MediGiBb,
209-22.

XV Absenteeism and student mobility are also impoitsues. OSH measures school attendance at alyfam
Emergency Housing sites, and we anticipate stugenility, as well as test scores, will be addresedtie
District's Annual Specialized Services Report.

* Based on a sampling of Philadelphia Public and€h&chool Students from Kirkbride, Jane Addant an
Stenton Family Manor who were in residence on 1/DA.5

*'U.S. Conference of Mayorbktunger and Homelessness Survegcember 2009. Found at
http://www.usmayors.org/pressreleases/uploads/US Giviidrcomplete WEB2009.pdf

' poverty information is from the U.S. Census Bureld6-2008 American Community Survey 3-Year Estasa
2006-08 unless otherwise noted.

i Office of Supportive Housingzhildren’s Wellness Repordanuary 2010.

*X Erin Mierzwa, Federal Reserve Bank of Philadelpaial Kathryn P. Nelson, Ph.D., Consultant, Affdrda
Housing Needs, with Harriet Newburger Ph.D., Feldeeserve Bank of Philadelphiaffordability and Availability
of Rental Housing in Pennsylvankederal Reserve Bank of Philadelphia, January 2010.
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*In Pennsylvania, the Fair Market Rent (FMR) fawa-bedroom apartment is $799. To afford this lexfalent

and utilities, without paying more than 30% of int®on housing, a household must earn $2,664 moathly
$31,969 annually. Based on a 40-hour work weeky&2ks per year, this is a Housing Wage of $15.3uskhg
Alliance of Pennsylvania websitettp://www.housingalliancepa.org/library/view.php8ource_id=160

“ Philadelphia: The State of the City—A 2010 Updatee PEW Charitable Trusts, March 27, 2010.
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*V center for Labor Market Studies at Northeasterivelsity, The Consequences of Dropping Out of High School;
Joblessness and Jailing for High School Dropouts toe High Cost for Taxpayer®ctober, 2009.

¥ Center for Labor Market Studies, Northeastern ©rsity, The Tax and Transfer Fiscal Impacts of Dropping Out
of High School in Philadelphia City and Suburbanuary, 2009.

! Facts on Trauma and Homeless Childr@he National Child Traumatic Stress Network Hoesshess and
Extreme Poverty Working Group, 2005,
http://www.nctsnet.org/nctsn_assets/pdfs/promigimgctices/Facts_on_Trauma_and_Homeless_Children.pdf

¥ National Coalition for the Homeless (NCH) Face&h#7, August 2007 (citing American Civil Libegie

Union, 2004) http.//www.nationalhomeless.org/publications/fadtehestic. pdf

¥ Cheryl Zlotnick, RN, DrPH, Children’s Hospital &Rearch Center Oaklantlyhat Research Tells Us About
the Intersecting Streams of Homelessness and FOst&;, American Journal of Orthopsychiatry, 2009, Vol. 79,
No. 3, 319-325.
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